U .~ C-au-l]l=137e
~~__ APPLICATION FORM FOR ASSISTANCE (Healthcare) KOShL”{a.
HETSAl B9 AEEA JeY ( T TR e P e
ﬂgﬂﬁm.: N/ ”:}'*fjfrﬂtm :;I;l;‘lc%nﬂbhﬁz I"‘{-/”/QL{ - m
e Chodundada devi  [per T

FOTHER' S/SPOUSE'S NAME : gh eri _?)ll* gf@ )v‘..?

| gEiE e R aie
PRESENT RESIDENCE ADDRESS watR /e 1)

£|'|£'1- El i.l:: Lﬁjﬂ?& i .H"Nl*'d .p"l WAEH'L £l

f—ﬂl_hﬂ— m&i"luhm [, F. aF[4eY

PERMANENT RESIDENCE ADDRESS : Ta) samm Tm

Sa e AN abhglr €

OCCUPATION m‘
il Mpane m g en QUABRIED {oL NN (O )
TUTAL ANMUAL INCOME : - : (Attach Proof of Income)
e il s 4o ol— ¢ T A [4) (3w we wea) ;\fﬂ
PAN Mo, sef dar i
ARE YOU AN INCOME TAX ASSESSEE (Tick whithever (s applicablel Yes /Mo —
T A A WA T CH WA TE W AR w5 e S . T
FAMILY DETAILS wfmm fomm
ar. Mo MName of Family Member Age {Years| G-n.dm' Relation with Appllcant
F Ty ofEn % T W =y (7} ffrt WETE § Y ey
[ Flaanamg T 4 I dlu bl
< - i E Ve 3.8 ) )
2 =N~y N 0 E 1] r:"t.i_{'j'"hfrf."ll’?ﬁ Lewt)
-
BASIS for REQUESTING ASSISTANCE (Tick whichever |+ applicable)
wer & T fmf amw
BFL Card EWS Cartificate Ration Card Ay Other
{Attach Card Copy) {Attach Cerfificate Copy) 1Allirl:h Copy] Basis/Proal
T e S uEm T ey e gEm Ty TOHEN FE AN
‘mlﬁmm|qﬁrq,—.ﬂqaﬁ| [ WM WY TR B U R W {mﬁiﬁmﬂm'ﬂi

"PURPOSE" for REQUESTING ASSISTANCE:
arrm ¥ R TR W
Medical Reporis/Prescriptions A.thehm:_l

S, Na, h
=Y AR A W ) o e T e
[AE - Cadaroatd
LE — Codanat#
BT~ NIl AP A
4 = = g = i J'J'L'- h’ﬁ'rj
-4 lL-"‘I/l:}L &r? -i'j' 4F =
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER BOURCES
™ TEYE F 4 F  wwa s e W fEm o g
&r. Na, NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
FH HE 1 TR W AR & e T
{ = B RCY Jd006] —




e = A ¥

DECLARATION by APFLICANT, SIS gRF S o
1] | hereiy confirm that all detalls i this Farm are True to tha best of my knoWwledge. Any false statement will rendar my Application & ongaing @

Imble for resectionicancaiation )
2] Fsslemnly confirm thnt assistancs, it receved from Koshiks Fountation, will be used anly for the “purpose’. as stated Inthis Form, far which sueh
Was requested by me
3) I'heraty confitm that | have ot & will nat in fulre, svail of reimbursement. in pan of in L, from eny othed sourcslomplovarinsirance company, of the
for which this assstanee s roquestod
0 B e s £ v o 3 T m wedt e ST e W S W wE A W S e e s w3 T S0 e w0 ow e b
2} W g b wmn A st s A o e v S En s s e e S mom fwmm d
1) A g Fm { B e ow o o owds W ool 8w ofe o aee = e e e a e el we oW 3 @ S oo 3 A wiEm A dm

1

| AGREEMENT by APPLICANT (smiew: gm %7)

1) By afi=ing my slaraiure or thumb impressien on this Form, | {Applicant) hersby agres & authorse Koshika Foundation and 'S Trustess o
ugalpublishipul-upireproduce my nama, sddress, photo & details of (he “purpose”, for which sueh assistance B requestadigrantad, through any
medium, inclrding bul nak imited tno verbal, prind, etectronic, for saliciing dongtions for Koshiks Foundalion andior disseminating information about it's
Achvitiesiachisvamants. Such use of my photo & delaiis can be made by Koshiks Faundslion bafore of afler my ireatment or ffilment of the “purpose"
for which asgistance & baing reguesiod.

2] | {Applhcant) further agres el any such use.of my neme, address, photo & details of ihe “purpose”, for which such assistancs is requested/granted,
will nt sutematically antille me for receiving of continuing the said sssiglance. The decislon for granting andior continuing the sssistance will rest snigly
wilh Ihe Trustees of Keshika Foundation, and their declsion is |his regard will be final and Scceptable 10 ma

L) e S e s W e, 4 () e awfe ) qfie w o “wifn wde s 3 sl ¢ W siiEe s f e g oam,
W, WE W T W v W e 5 s wey e, o, e SaT i W qE e W tuefers ® e e O wm wem

= vErE W B sfegr 1 m w feor Stowe S v m ws f v 8 e i e 1 i A

20 B (o) wm o AEA T A TR, T, v s P i mee @ R @ Wida # AR T WERT W) W W e w o

" R T i w fe s s e g

AFPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
Ty = Fran W S W e o -

AGREEMENT by HOSPITAL (wemam g =)

By aflixing hereuntod, sinature of ourAuthorised Signatory for recomminding his case/patient for financial sssistdnce from Koshika Foundation, we
(Hospiial) hemsby affim & =coapt fallowing:

1) that we nelther ape presently nar wil bn lulire svall of finannial assistance from another NGO or By other source, for the same patienticase, as wo are
requesting o get from Koshika Foundation, to M extant that such assistance is-granted by Koshika Foundation, If the requested seslstance i= mot granted
by Koshikz Foundation, in part o7 In full, fhen the Hospital reserves Us right to make up the shortfall from another NGO or any ather source, This
confivmation essantially siales thetl the Hospilsl will not sveil eny duplicate assistance for the sama patlenticase from any other NGO or any other soorce.
2) The assistance from Koehika Foundation is only finanoial in nature. The choice of fhe ireatmentiprocedure advisedicontduclad by the Hospital on the
patient, is based an the arangement batweaen the patien! & the Hospital, and & in nowey influsncad by Koshiks Foundation. Hence, the Hoepitel wii
Assume sole & complete rezparsbiily of ha ireatmanl & iU oulcome & sefsty of ihe pallent, and Koshika Foundation will have na role or rsponsthilly
in Ine-matter |
TN S, TR w0 a6 A w " FiE esent @ Relw e vy Bt & ol @, e e (e e ow ® owen s e e 1

|} R T T aEE A0 T A s 0 A e e o e m e sem wim @ v i F o om A @ 4, 39w i weRt
o firpfndway o9 & Fe2g § " T wEEyE " g e w B ol twitim ot em wemm el AR g e BRw s A s
Tt s i el wen W R S oS 9 e AR W SR e T # v = O we s w8 T s i s a diems fy i
e el B E Rl e B B e o

1 iR W W W meen frn ffe g w0 7 voem am § of T w #E  TTmaiEn = e i e

% 5 3 faw sl e weda o fid e s TR o ) st e A S T e st s e e gil-Bead i o s
=t s e o e sfe o Bt o S e E_}:@ﬁﬁﬁlil#ec@_
Sy Fur
RECOMMENDED FOR ACCEFTENC / - Ay
= \

Ll
eh '-,A‘ $§ﬁ$ms. DB
. : “ 4
E’/H (1 L1 {Rame of Dr. .Hu.will'ljamc 6992

R W MM 9 ST § T

FOR INTERNAL USE of KOSHIKA FOUNDATION  1ifts 3vam #1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=Wt FE | p S 2
_-_,' i

18-08-2024



